
Date:_______________________________

Please complete as much information as possible.

Are you reporting:  Doctor ______________   Health Care Professional ______________ Person on TennCare_____________

Person You are Reporting:

Name (Please include title, e.g., Dr., Mr., Mrs., Ms.) ____________________________________________________________

Other Names Used (If known) ____________________________________________________________

Social Security Number (If known) ____________________________________________________________

Street Address ____________________________________________________________

Apartment # ____________________________________________________________

City, State, Zip ____________________________________________________________

Other Addresses Used ____________________________________________________________

Home Phone Number (Please include area code) ____________________________________________________________

Work Phone Number (Please include area code) ____________________________________________________________

Employer’s Name ____________________________________________________________

Employer’s Address ____________________________________________________________

Employer’s Phone # ____________________________________________________________

What is your complaint?  (In your own words, explain the problem)______________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

What event led you to feel there was a problem?____________________________________________________________________

__________________________________________________________________________________________________________

Have you notified the Managed Care Organization of this problem? Yes __________ No___________

Who did you notify? (Please provide name and phone number, if known)_________________________________________________

Have you notified anyone else? (If so, please provide name and phone number, if known) ___________________________________

__________________________________________________________________________________________________________
*Please attach or fax any records of proof you may have to assist in our investigation.

PERSON MAKING COMPLAINT (optional): _______________________________________________________________________

If it is your desire, you can remain anonymous; however, if you wish to speak with a health care consultant, please place an X here: __
If so, please provide a daytime phone number, including area code _____________________________________________________

SSTTAATTEE  OOFF  TTEENNNNEESSSSEEEE
OFFICE OF HEALTH SERVICES

AUDIT, INVESTIGATIONS, AND PROGRAM INTEGRITY
11TH FLOOR ANDREW JOHNSON TOWER

710 JAMES ROBERTSON PARKWAY
NASHVILLE, TENNESSEE  37247-0110

FRAUD TOLL FREE HOTLINE 1-800-433-3982     • FAX (615) 532-7509
E-Mail Address:  tenncarefraud@mail.state.tn.us


